INTRODUCTION
The publication of Tomorrow's Doctors by the General Medical Council (GMC) in 1993 has triggered a variety of responses from UK medical schools, ranging from the radical to the conservative (General Medical Council 1993) . Of necessity, the schools belonging to the former group have had to confront the enormity of institutional change. This aspect of curricular reform has not previously received attention yet it is probable that there are still medical schools who wish to implement educational changes but who are daunted by the uphill task ahead of them. Such obstacles may inhibit all but the most zealous and idealistic. Although only a few UK medical schools have taken the route to major reform their experiences in planning and reorganization may prove instructive and useful to schools contemplating change, especially where new courses are based on subject integration.
Background
In October 1996, the medical school at the University of Liverpool launched a novel undergraduate course grounded upon the principal recommendations outlined in Tomorrow's Doctors. Only those features of the new medical course (NMC) relevant to this article will be described here.
In line with the GMC's proposal to adopt modern educational methods, problem-based learning (PBL) was chosen as the bedrock of the course. In PBL, students work in small groups, facilitated by a tutor, to explore the basic principles underlying a paper clinical scenario or problem (Barrows & Tamblyn 1980) . There were several reasons for this decision, not the least being the increasing popularity of PBL in medical schools worldwide. Its main advantage lies in its capacity to stimulate self-directed learning and independence through an emphasis on process rather than content (Norman & Schmidt 1992) . Students on PBL courses are more likely to employ the more desirable`deep' approach to studying (Newble & Clarke 1986) and evidence is accruing that PBL students handle psychosocial issues with more ease than their traditionally taught counterparts (Moore et al. 1994) . The naturalized format of the scenarios readily appeals to students who enjoy studying through PBL.
Another major principle of the NMC is the integration of the basic, social and clinical sciences throughout the course, so abolishing the preclinical/clinical divide. Unfortunately, this deceptively simple feature can be responsible for a degree of concern among staff. Teachers, used to the security of a familiar and wellde®ned syllabus and traditional didactic teaching methods, view the fragmented PBL curriculum with alarm. In this uncertain climate a collaborative working framework for course development is essential to reduce the development of entrenched isolationist attitudes which will hinder future integration.
There are already a number of palliative care courses reported in the literature for comparison (Chaput de Saintonge et al. 1986; Thorpe 1988) . Only one of these, from Newcastle, New South Wales, is problem-based (Forbes 1994) but it includes no mention of how the core was identi®ed nor how vertical integration was achieved. Despite the increased representation of palliative care on undergraduate courses, dilemmas still remain for course organizers. Field (1995) , in a recent survey of UK undergraduate palliative care education, queried the ef®cacy of theoretical teaching inadequately backed up by appropriate clinical experience. On the other hand Doyle (1996) favours a holistic approach, stressing role and attitude change as the keys to success. He focuses on subtle changes of role and function ± from patient to person and cure to care.
The purpose of this paper is to describe, ®rst, the processes employed to identify the core palliative care curriculum for a new PBL curriculum and secondly, how these objectives were integrated horizontally and vertically throughout all course elements.
Overview of the curriculum
The curriculum is built on the core and options model favoured by the GMC with the core divided into closely related theory (PBL) and clinical components. The proportions of the two components vary throughout the course; the ®rst year is almost entirely theory while the ®nal year is an apprenticeship clinical year. Separate clinical and communication skills courses run concurrently during the earlier years.
In the optional part of the course students select from a wide variety of topics within the special study module (SSM) menu. There are six SSMs, each of a month's duration, distributed through years 1±4 (Fig. 1) . Elective periods during third and ®fth years allow the students further choice in pursuing personal clinical interests.
The PBL course is built conceptually upon four themes: structure and function in health and disease; population perspectives; individuals, groups and society; and professional values and ethics. The PBL course consists of 58 consecutive fortnightly modules, each one focusing on a different health topic. The modules follow two consecutive life cycles, the ®rst dealing with normal function and development and the second with pathology and clinical management. This arrangement allows disciplines to integrate subjects vertically throughout the course.
The extended 2-week palliative care module, which is the main plank of the palliative care syllabus, falls in the fourth year of the course. Simultaneously, students are exposed to the clinical aspects of the speciality by visiting hospices and working with regional palliative care teams in the community and in hospitals. However, these are not the only occasions on which students encounter the palliative care approach as Fig. 1 and Table 3 indicate.
Consensus groups
Since integration is a major principle behind the new course it was important to build this into the management groups responsible for curriculum planning. A consensus group method was chosen for its¯exibility of representation with separate groups for each module. Each module consensus group was led by a convenor with relevant expertise; for instance, the convenor of the palliative care module was a consultant in palliative medicine with responsibilities in hospice and NHS care. The group members included representatives from palliative care, nursing and education, general practice, oncology and public health (Table 1) . Contributors were restricted to one per discipline for reasons of group dynamics. The group's task was to identify the learning objectives, core knowledge and clinical skills for palliative care within three 1á5-h meetings. All module consensus groups were facilitated by a medically quali®ed research fellow based at the Medical Education Unit.
The group based their initial discussions on two documents; the palliative medicine syllabus for medical students (prepared by the Association for Palliative Medicine of Great Britain and Ireland 1992) and the equivalent Canadian Guidelines (1991). The latter were included for the importance they place on attitude formation. Table 2 shows the detailed results of the group discussions.
Vertical integration
The next step in developing a vertically integrated curriculum is to locate all other modules sharing topics with the palliative care objectives listed in Table 2 . Examples of modules with common objectives are shown in Table 3. For instance, learning objectives in the renal failure module include quality of life issues and the abnormal pregnancy module deals with bereavement issues surrounding stillbirth. The underlying ethical theme supplies another means of vertical integration.
The concepts of loss and bereavement are introduced early on in a ®rst-year PBL scenario on`heart attack'. A comment from a patient's relative voicing fears of death alerts the students towards these issues and support is provided in references to bereavement in the study guide.
Further integration can be achieved through links with other components of the course. During the ®rst year all students are taught communication skills on a separate course before encountering patients in the second-year clinical course. This includes elementary role-play work on breaking bad news. Also during the second year, students complete a project on death and dying in the community which will bring them into ®rst-hand contact with dying patients and their carers.
D E L I V E R Y Palliative care module
The 2-week palliative medicine module is included within the core curriculum. Like other core modules 
Professional values and ethics
Relate the concepts of bene®cence, non-mali®cence, autonomy and justice to clinical decision making in palliative care.
Clinical skills
To draw up and interpret a genogram in the context of palliative care. To demonstrate competence in: (a) breaking bad news; (b) dealing with dif®cult questions such as``Am I dying?''; (c) dealing with collusion. To set up a syringe driver. To demonstrate competence in writing a discharge referral letter from hospital to a general practitioner.
the students are given a case scenario which is the focus of problem-based learning tutorials similar to the following example:
A 46-year-old woman of Chinese ethnic origin complaining of pains in the back and intermittent nausea. Although metastatic carcinoma has been diagnosed the primary site is unknown. She is married with two children aged 8 and 12. Both she and her husband are aware of the diagnosis but anxious the children are not told.
There are two days of direct contact teaching, one at the beginning and one at the end of the attachment, to six palliative care units in the region. During these attachments the student experiences the multisectoral, multiprofessional nature of palliative care.
Special study modules
These are designed to encourage diversity of approach while giving the student an opportunity to explore particular interests alongside the development of intellectual and practical skills essential for rigorous scienti®c and medical practice. The aims of the palliative care SSM are to increase the student's knowledge of palliative care and to develop their understanding of the research process by studying a speci®c topic related to palliative care. The SSM includes direct contact with palliative care patients under the care of the multiprofessional team. After identifying a topic of their choice ± for instance a physical, psychological, social or spiritual aspect of care ± the student performs a literature search and critical review of the literature. Regular feedback with the supervisors of the SSM is provided by palliative care specialists and students are expected to produce a 3000 word written assignment as part of a summative assessment.
Palliative care on the core course is assessed in the most appropriate context. Theoretical knowledge, including ethics, is assessed by written examinations whereas clinical and communication skills are assessed by objective structured video and clinical examinations. Formative exams take place at the end of each semester with summative assessments at the end of the ®rst, third and fourth years.
D I S C U S S I O N
This paper has described the planning procedures behind a new undergraduate palliative care curriculum for an integrated PBL course. The multidisciplinary membership was important not only in tapping a wide range of expertise but in achieving the desired synthesis of several different viewpoints and experience. The single representation of each discipline was also crucial to the group dynamic by avoiding majority/minority in¯uences. Although multidisciplinary teamwork is second nature to palliative care the same format worked equally well for other module topics. In practice the entire PBL course has been identi®ed by the same process.
There are, of course, other methods of identifying course content: the Delphi technique, nominal group analysis and the single expert opinion are alternatives. Their value stems from the ability to eliminate the faceto-face element of group dynamics, and each has its advantages and disadvantages depending on the context and resources available. However, in the present situation a face-to-face format has signi®cant advantages in allaying staff members' fear of change and in encouraging a sense of collective ownership of the course.
The question of ownership of the course is an important issue. It is sometimes dif®cult for individual disciplines to identify their own subjects within a PBL curriculum and critics have disparaged the random patchwork quilt' character of PBL courses. The solution has been to ensure that all contributing disciplines, particularly those with a major input, identify their own departmental core content, preferably at the start of the planning process. Once established the next step is to link the various individual contributions into a coherent and logical whole. The co-ordination process is conducted with the guidance of the Health Care Education department. Ultimately, ownership rests on a collaboration between this department, representatives of contributing disciplines and module convenors. See Table 2 for detailed contents
The next task is to identify and establish links with other sections of the course, so reinforcing the holistic values of palliative care. It is these links which draw out the signi®cance of palliative care within the PBL curriculum. Of the 58 modules, 11 contain objectives which are relevant to palliative care. This proportion appears surprisingly high but each represents an educational opportunity to reinforce the salience of palliative care. Integration may be achieved by a number of means (Fig. 1) ; by highlighting relevant learning objectives in other modules of the PBL course (Table 3) , by creating links with other subsidiary courses such as communication skills and by ensuring closer af®nity between the clinical and theoretical course components. The ®rst of these strategies is relatively easy, as it is a simple matter to introduce such material into clinical scenarios for other modules.
As only the ®rst year of the NMC has so far taken place, more detailed planning work remains to be completed for the later years, for instance, on clinical teaching methods. Although present circumstances preempt a fully reported evaluation it is worth considering the implications for evaluation of an integrated curriculum. As Field (1995) has noted, there is a scarcity of evaluation for palliative care teaching and dif®culties exist in attributing outcomes speci®cally to palliative care teaching rather than to other parts of the course such as communication skills. The integrated curriculum is particularly vulnerable to the latter criticism and a key outcome must be an assessment of how effectively NMC graduates deliver care to the dying in the preregistration year compared to their predecessors. This does not mean, however, that we are absolved from evaluating the NMC in a more formal and analytical manner. In addition to student evaluations of each PBL module and the skills courses, we have employed quantitative and qualitative evaluative methods. These have included standardized questionnaires, nominal group analysis, participant observation, interviews and focus groups, the results of which will be reported elsewhere.
C O N C L U S I O N S
Success in promoting educational reform will be more certain if staff affected by the changes are encouraged to participate in the process of course development. The consensus group process has proved valuable in improving communication and understanding about the course and in promoting staff co-operation. Identifying the core content for every module and mapping this onto the various course components helps to reassure staff worried by the apparent lack of structure and sequence in an integrated PBL course.
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